launched the Global Health and Foreign Policy Initiative. Bemoaning that "health is one of the most important, yet still broadly neglected, long-term foreign policy issues of our time," the ministers agreed to make impact on health "a point of departure and a defining lens" that each country would use to examine key elements of foreign policy and development strategies. 4 In academia, growing awareness of a transformation in the health-foreign policy relationship produced a proliferation of global health programs as well as an emerging literature centered on health and foreign policy.
Despite the growing political and academic interest in health as a foreign policy issue, much of the emerging scholarship has focused on the conceptual overview of the field or particular aspects of the healthforeign policy linkage (e.g., humanitarian action). 5 Little in-depth analysis has been conducted on how major powers engage health as a foreign policy issue. As a result, there is limited knowledge of their views on the relationship between health and foreign policy, the dynamics of power and interests in this relationship, and the implications of such dynamics for global health governance. The lack of scholarship in this area is no surprise, as the structure of global health governance began to take shape in an age of "nonpolarity" featuring multiple actors and political levels, each possessing and exercising various kinds of power. 6 Yet, despite the rise of this "market multilateralism," nation states remain at the core of health governance. 7 Not only do governments increasingly address health as a key function of foreign policy, but international health activities continue to reflect the desires and interests of the great powers. 8 Among the major powers, China plays a critical role in the complex dynamics among health, prosperity, and security. It has one-fifth of the world's population and one-seventh of the world's disease burden, 4 In the early 1960s, with the deterioration of Sino-Soviet relations and the continuation of Sino-American confrontation, China needed to break its diplomatic isolation. As a result, China attached great importance to the "intermediate zones" (zhongjian didai) separating the two superpowers: the developing world, comprised of Asia, Africa, and Latin America; and the rest of the industrialized world, including Western Europe, Canada, Australia, and Japan. 11 This foreign policy reorientation led to the establishment of official and nonofficial healthrelated exchange programs with developing countries as well as with some Western countries, such as Canada.
The launch of the Cultural Revolution in the mid-1960s saw the radicalization of China's foreign policy and efforts to "export revolution." China's role as a revisionist country in the international system became obvious when Mao's revolutionary strategy of "encirclement of the cities by the countryside" was transposed to an international strategy of surrounding "the cities of the world" (i.e., the industrial continents) from "the countryside of the world" (i.e., underdeveloped continents), a strategy which is fundamentally contrary to a system of nation-states. 12 This foreign policy shift coincided with national liberation movements worldwide. Consequently, China ceased its exchange programs with Western countries and utilized foreign aid to expand its political influence in a large number of newly independent states. Similar to Cuba, China made medical assistance part of exporting revolution. In April 1963, the first Chinese foreign aid medical team arrived in newly independent Algeria, where the war of national liberation against France had resulted in a mass exodus of the physicians, teachers, civil servants, and skilled workers. From that point on, China sent a steady trickle of medical teams to the African continent. The administrative structure of the medical teams demonstrated that China was using them as an instrument of health diplomacy. Although health bureaus in twenty-six provincial units assembled the medical teams, the management of the teams was not the responsibility of the Ministry of Health, but instead the Ministry of Foreign Affairs and the Ministry of Economics and Trade. Operated like the U.S. Peace Corps, but with an exclusive focus on medical care, each Chinese medical team was typically composed of ten to fifteen physicians, laboratory technicians, and assistants. 1982, 6,500 Chinese health workers joined the medical teams and served a total of seventy million people in forty-two countries. Three quarters of the recipient countries (thirty-two) are in Africa, a regional priority of China's foreign policy (see Table 1 ). The dispatch of the medical teams bore the firm imprint of the Maoist policy structure. Chinese medical teams usually brought their own equipment and medicines. Until 1978, they provided services, in addition to some material supplies, completely free of charge, despite requests of some recipient countries to chip in. 13 Most of the medical teams operated in outlying areas where access to health care was difficult or impossible for local people to obtain. In doing so, they focused more on preventive care than on emergency medical care. 14 Their services reportedly helped win China friendship in the third world, especially in Africa. A spokesman for China's Ministry of Foreign Affairs has expressed the belief that the work of the medical teams played a positive role in China's 1971 admission to the U.N. 15 A report of the Joint Economic Committee of the U.S. Congress concurred by concluding that "[m]edical services have proven one of China's most effective economic aid programs in the Third World." 16 By the end of 1982, Chinese medical teams were still active in twenty-nine African countries. 17 The frequency of health intersecting with Chinese foreign policy increased in the 1970s, when China resumed its membership at the U.N. and WHO. In September 1972, China signed the Basic Agreement with the U.N. Development Programme (UNDP), which allowed UNDP to fund projects covering areas of health-manpower development, medical information, traditional medicine, pharmaceutical standards, and primary health care. In December 1978, the Ministry of Health signed a historic Memorandum of Understanding with WHO, which designated forty-one research institutes in China as WHO Cooperation Centers. As part of this deal, China paid membership dues of U.S.$15.1 million for the years 1980-1981 and U.S.$7.6 million for 1982-1983. In addition to its participation in WHO, China also began to contribute to the United Nations Children's Fund (UNICEF). Soon, it used loans from the World Bank to improve medical education and rural health care. At almost the same time, China and the United States began to cooperate under the auspices of a Health Protocol signed in 1979.
Despite its expanding interest in health diplomacy, China's engagement in international health remained limited in scope and symbolic in nature. Until the early 1980s, foreign policy shaped the Chinese government's health agenda in the developing world, not vice versa. In the words of Fidler, health for China in this time period was "merely another issue with which traditional approaches to foreign policy grapple." 18 Because of China's hostility toward multilateralism, much of its health diplomacy was conducted bilaterally. Since it regarded the international system as alien and illegitimate, the issue of China being a responsible power in the system was not part of the foreign policy agenda. China's lack of significant interaction with the outside world not only allowed a clear demarcation between domestic and international health, but it also reduced the need to respond to international demands and pressures over health issues.
III. THE CHANGING CHINESE LANDSCAPE OF HEALTH AND FOREIGN POLICY
In 1982, as "politics in command" gave way to a developmentcentered agenda, China restructured its foreign aid policy to focus on economic interests, reciprocity, and diversity in cooperation. 19 The changing aid policy priorities, coupled with the growing call for "acting in accordance with market laws" (an shichang guilu banshi), led to significant changes in the funding of foreign aid medical teams. By the early 1980s, sixty percent of the recipient countries were contributing to the financing of the Chinese medical teams, and only eleven percent still received medical aid for free. 20 For those countries that shouldered the full cost, the medical teams were no longer part of China's "foreign aid" package. 21 When the medical teams started charging patients fees, it further undermined China's ability to leverage medical teams as a foreign policy instrument. 22 In China, the market-oriented economic reforms reinforced the idea of pursuing economic solutions to social policy problems and transformed hospitals into profit-making machines. 23 In this context, the growing opportunity cost meant health workers became reluctant to join the foreign aid medical teams, while hospitals had few incentives to send out experienced physicians. Stagnating government funding and growing demands from recipient countries for more high-end care exacerbated the difficulty in dispatching medical teams. 24 efficiency considerations lessened the political nature of sending out medical teams, the quality and discipline of the medical teams slipped. In August 2001, Belgian police arrested fifteen Chinese medical staff on their way home from Mali in the Brussels International Airport on suspicion that they were smuggling ivory and ivory products. They were released, but the international image of Chinese medical teams was tarnished. 25 In view of China's limited engagement in international health, adopting a foreign policy stance that gave greater priority to health issues would require reassessing the way China related to the rest of the world. In the 1950s and 1960s, Chinese foreign policy rejected the dominant norms of the international society and sought to articulate new conceptions based on its own revolutionary vision. 26 The end of the Cold War and China's integration into the world economy led to soulsearching for China's "identity" in the international system. During the 1990s, China developed a new sense of accountability and commitment in its interactions with the outside world. As Johnston observed, on major global issues, such as international trade and arms control, China has become "more integrated into and more cooperative within international institutions than ever before." 27 Much of this more positive foreign policy behavior reflects China's wish to be viewed not as a rule breaker or a challenger, but as an internationally responsible state that actively engages in international affairs, even though moving in this direction entails acceptance of more restraints on its sovereignty. 28 China's new identity also prompted new thinking about the meaning of security and international cooperation. Although the Chinese government did not officially adopt the term "non-traditional security" (NTS) until 2001, it unveiled its "new security concept" as early as 1996 at the Regional Forum of the Association of Southeast Asian Nations (ASEAN). The new security concept, constituting the core of China's foreign policy strategy, was elaborated in a position paper submitted to the Forum in July 2002. According to the paper, the essence of the new security concept is to "rise above one-sided security and seek common security through mutually beneficial cooperation." 29 In December 2002, an official document formally included tackling NTS threats as part of China's national defense. 30 The development of the new security concept changed the discourse of Chinese foreign policy, allowing into the policy process a wide range of nontraditional and nonmilitary issues. It also connected national security to international security. A joint declaration signed between China and ASEAN in November 2002, for example, recognized that China and ASEAN shared "extensive common interests" in coping with NTS threats and emphasized the need to strengthen regional and international cooperation. 31 Chinese leaders apparently fell under the sway of this paradigmatic shift. Then-President Jiang Zemin said that as "countries increase their interdependency and common ground on security, it has become difficult for any single country to realize its security objective by itself alone. Only by strengthening international cooperation can we effectively deal with the security challenge worldwide and realize universal and sustained security." 32 Neither the July 2002 position paper nor the November 2002 joint declaration specified health problems as a NTS threat, but Chinese government leaders soon felt the international pressure to do so. In June 2002, a U.N. report entitled "HIV/AIDS: China's Titanic Peril" was released, raising the specter that the disease could rapidly spread among the general population in China. 33 Chinese officials rejected the report, but it became increasingly clear that HIV/AIDS is not just a public health problem, but also one that has significant social, economic, political, and security implications, and therefore demands the highest level of political attention. 34 29. Ministry of Foreign Affairs, China's Position Paper on the New Security Concept (July 31, 2002 The shift to a new security agenda is not simply a technical issue; it also leads to the reorientation of the national development agenda. Many nontraditional security challenges, such as the spread of infectious disease, are nonmilitary in nature but pose direct threats to the safety of societies and individuals, and thus fall under the category of "human security." 35 The focus on the welfare and quality of peoples' lives as the primary object of security was emphasized by former Canadian Foreign Minister Lloyd Axworthy, who made it clear that "[f]rom a foreign policy perspective, human security is best understood as a shift in perspective or orientation. It is an alternative way of seeing the world, taking people as its point of reference rather than focusing exclusively on the security of territory or governments." 36 According to a Chinese scholar, the rise of "human security" and the people-centered approach it entails also called for a broad restructuring of state-society relations. He used the cases of Iraq under Saddam Hussein and Indonesia under Suharto to argue that "national security" was the least secure if pursued at the expense of human security and social stability. 37 He further argued that NTS problems are often associated with the legitimacy and effectiveness of a country's sociopolitical system. Most of China's NTS problems "are rooted in the inadequacy of the economic structure and political system, and often spread and deteriorate because of power holders' bureaucratic selfassertiveness and indifference." 38 Indeed, prior to the SARS outbreak, public health had become the least of Chinese leaders' concerns. 39 The China's initial response to the SARS outbreak turned out to be a fiasco, which prepared a favorable political environment for policy changes in addressing NTS threats in general, and public health challenges in particular.
In sum, market-oriented reforms and the end of the Cold War opened a window of opportunity for China to redefine its role in the international system. The constructivist attempts to become a responsible status quo power were accompanied by new thinking on the meaning and scope of security, which changed the discourse of foreign policy. The growing interest in NTS issues, coupled with the rhetoric of a people-centered approach to development, began to alter the landscape in which the health-foreign policy would operate in the new century.
IV. CHINA'S SARS DIPLOMACY

A. SARS as a Foreign Policy Challenge
The streams of problems, politics, and policy ideas alive in Chinese foreign policy at the turn of the century converged during the 2002-03 SARS outbreak. 41 The crisis highlighted the potential devastating impact of health-related NTS threats. The SARS epidemic lasted less than eight months and killed no more than 700 people in China, but it shaved an estimated seven-tenths of a percentage point off China's gross domestic product for 2003, and probably caused the most serious social-political crisis since the 1989 Tiananmen crackdown.
In addition, SARS occurred when China had made great strides in improving its international image. The misgivings among the international community about China's initial handling of the crisis led to calls to "quarantine China" by suspending all travel links with the country until it implemented a transparent public health campaign. 42 During the crisis, 110 out of the 164 countries with which China had diplomatic relations placed at least some restrictions on travel to China. 43 As the official China Daily admitted, "The hard-won mutual trust between China and the international community was put to the test." 44 Moreover, the spread of SARS and furor over China's mismanagement of the crisis expanded the rift between China and Taiwan. Taipei seized the opportunity to portray China as an irresponsible power that exports epidemics to Taiwan, yet refuses to allow Taiwan to seek direct help from WHO. The Health Minister of Taiwan even launched a notorious advertisement comparing the number of SARS cases to the number of communist spies hiding in Taiwan. 45 In recognition of both domestic and foreign policy challenges arising out of the SARS crisis, Premier Wen Jiabao said that "the health and security of the people, overall state of reform, development, and stability, and China's national interest and international image are at stake." 46 Against this background, arguments about the negative downward spiral between infectious diseases, economic growth, socialpolitical stability, and national security gained more currency in Chinese academic and policy circles. As a Chinese scholar noted, more attention should now be paid to NTS threats, which cover not just terrorism, but also security in social fields such as communicable disease. 47 The Ministry of Foreign Affairs (MOFA) echoed this opinion:
In the initial stages of SARS epidemic, we did not handle it as a non-traditional security factor in the context of globalization….The epidemic and related information had already spread before effective control methods were found. We did not turn around the passive situation in disease prevention and control as well as diplomacy work until the [ In November 2003, MOFA convened a special meeting to examine NTS threats, and, for the first time, HIV/AIDS was listed as one of the six NTS threats. 49 In December 2003, the Chinese Academy of Social Sciences, a major government think tank, organized a national conference on NTS, the first of its kind in China. In view of the threat SARS posed to China, some participants went as far as to suggest that human security should be the foundation of Chinese national security. 50 
B. Wrestling with WHO
The SARS crisis not only led to the "securitization" of infectious disease in Chinese policy circles, but it also provided China with the opportunity to update its ideas about globalization and the role of international organizations. Fearing that the pro-independence authorities in Taiwan might exploit the epidemic to dissociate Taiwan from the mainland, China sought to control WHO's communication with and reporting on Taiwan. WHO initially did follow Beijing's demands. When the first cases appeared in Taiwan in March 2003, WHO asked the U.S. Centers for Disease Control and Prevention (CDC) to send experts rather than having WHO deal directly with Taiwan's problems. 51 In early May, however, as Taiwan reported the rapid spread of SARS, WHO decided, for the first time, to send an advisory team of its own to Taiwan. Later, two additional WHO experts were dispatched. Before sending the advisory team, the health agency did seek approval from Beijing. 52 Although Beijing reacted rapidly and positively to WHO's requests, it worried that doing so risked emboldening the island to seek more international political space. When meeting with WHO Director-General Dr. Gro Harlem Brundtland on May 18, Vice-Premier Wu Yi warned WHO against Taiwan's efforts to "politicize" the SARS crisis. 53 In mid-June, however, WHO invited two speakers from Taiwan 49. Wang, supra note 37, at 63 (listing the other 5 NTS threats aside from HIV/AIDS as money trafficking, piracy, excessive poverty, refugees and immigrants, and environmental security).
50. to present at its global conference on SARS in Malaysia. Taiwan hailed the invitation as a "breakthrough" in its bid to join WHO. 54 Beijing stated that it had shown flexibility by agreeing to Taiwan's participation, although the WHO spokesman said that the invitations had been extended without reference to Beijing. 55 Much to Beijing's chagrin, the name badge of Taiwan's senior representative at the meeting identified him as "Director, CDC, Taiwan," without mention of China. 56 Beijing initially also fought hard with WHO for its monopoly over disease control and response activities during the epidemic in mainland China. Until early April, the Chinese government was essentially in denial, sharing little information with WHO and even barring WHO experts from visiting Guangdong, the SARS epicenter. But each step taken by Beijing to reaffirm its sovereignty only generated more pressure for international scrutiny of its domestic health system, and justified more autonomous actions by WHO. On April 2, 2003, WHO issued the first travel advisory in its fifty-five-year history, advising people not to visit Hong Kong and Guangdong. Two weeks later, Beijing's spin control suffered another setback, when WHO took the unprecedented step of issuing a very public rebuke of China's actions, chastising Beijing for misleading the global community regarding the true extent of SARS infection throughout the country. 57 When the Chinese leaders realized that their strategy of containing SARS only jeopardized its image as a responsible player in the international system, they tried to accommodate WHO demands in the anti-SARS campaign. Ironically, each concession from Beijing to satisfy WHO demands only strengthened WHO's authority and power to push for further concessions, so much so that WHO representatives were viewed as de facto supervisors of China's anti-SARS campaign. 58 As observed by a Chinese scholar, during the SARS crisis WHO was as famous as the World Trade Organization in China because the Chinese people recognized the "indispensable authority" of WHO in global health affairs. 59 By all accounts, WHO acted more like a referee rather than a junior partner in China's fight against SARS. 
C. Wen Jiabao's SARS Diplomacy
The global spread of SARS and its foreign policy ramifications reinforced the perception of China as a stakeholder in the international system, generating strong incentives for China to deal with international cooperation in a more active and sincere manner. On April 26, 2003, Health Ministers of ASEAN+3 (ASEAN members plus China, Japan, and South Korea) met in Kuala Lumpur to voice their willingness to cooperate on health issues. Four days later, Premier Wen attended an emergency summit meeting with ASEAN leaders in Bangkok. According to the then Thai Premier Thaksin, it did not take long for Premier Wen to confirm his attendance.
Against the backdrop of the cross-boundary spread of SARS, Wen emphasized that the disease could "only be effectively countered by cooperative efforts at the regional and international levels." 62 Keenly aware that China's image and the reputation of the new leadership were at stake, Wen was very open, candid, and cooperative at the Bangkok meeting. He pleaded for understanding from other ASEAN leaders by stating: "[I]n the face of the outbreak of this sudden epidemic, we lack experience with its prevention and control. The crisis management mechanism and the work of certain localities and departments are not quite adequate." 63 This statement constituted an astonishing admission of culpability from a regime that was loath to take responsibility for any 60 mistake or wrongdoing. In the ASEAN-China joint statement, China agreed to "associate itself with the measures proposed by the ASEAN declaration." The seemingly half-hearted endorsement was indeed remarkable, given that a total acceptance of the measures decided by the ASEAN leaders would be perceived in China as an act of submission. 64 To demonstrate its commitment to cooperation with ASEAN countries, China proposed the creation of a special fund against SARS. It pledged initial seed money of U.S.$1.2 million, which was followed by donations from Thailand and Cambodia. 65 Ultimately, the Bangkok Summit proved to be a win-win outcome for both China and Southeast Asia. For leaders in Southeast Asia, the health crisis reinvigorated ASEAN and served to equalize its relations with China. China, on the other hand, took advantage of the new dynamics created by the Summit to expand its influence in this region. In October 2003, China became the first ever "strategic partner" of ASEAN, which was seen as a victory over the suspicions that ASEAN members had long harbored toward China because of territorial disputes and ideological conflicts. 66 In Singaporean Prime Minister Goh Chok Tong's words, the SARS crisis "may be the start of a new relationship between leaders in East Asia." 67
V. THE NEW HEALTH-FOREIGN POLICY DYNAMICS IN CHINA
A. A More Transparent and Cooperative China
Under the punctuated equilibrium model, institutions are established in spurts: their structures, once established, tend to persist until the next crisis brings about a new spurt of institutional reconfiguration. 68 Despite the tendency to get back to "business as usual," the SARS-induced policy and institutional innovations within China have largely been sustained. A joint declaration signed by ASEAN of the Special ASEAN-China Leaders' Meeting on SARS held in Bangkok the previous April, but it also promised to launch the "ten plus one" (ASEAN members plus China) health ministers meeting mechanism. The growing interest in international cooperation over health has been driven by an important lesson Beijing drew from SARS: in an age of globalization, it can no longer monopolize information or act alone in addressing NTS challenges. The Ministry of Foreign Affairs acknowledged this reality as follows:
Nontraditional security problems often go beyond the capability and jurisdiction of one single government. A government in the era of globalization is no longer an "omnipotent government," and its monopoly over information has been broken. Therefore, in dealing with a crisis, the government not only should first consider issuing warnings in a timely manner to its nationals, foreign residents as well as related countries that are likely harmed and affected, but should also actively seek international assistance and undertake international cooperation in order to strengthen its capability to address internal crises. Only by adopting such responsible and candid attitude can government's trustworthiness and cohesion be strengthened for the benefit of dealing with crises appropriately and reducing losses. 69 Driven by this new thinking, China in the wake of SARS has been more willing to work with other countries on health issues. 71 The SARS crisis also forced the Chinese government to take steps to establish a more open and transparent government in dealing with public health issues. As part of the government transparency campaign, information on current veterinary epidemics, such as foot and mouth disease, swine vesicular disease, and avian influenza are no longer classified as state secrets. Mechanisms on communicating with the international society on public health emergencies have been established. Beginning in 2004, China has worked with UNAIDS to issue joint reports on China's AIDS spread and control. China's increasing candor and pragmatism in tackling AIDS compared more and more favorably to the approaches of India and Russia, which still seemed to be in denial. 72 Following its acceptance of the International Health Regulations (2005), the Chinese government has also made important strides in cooperating with WHO and foreign scientists in sharing data and information about outbreaks. During the 2008 hand, foot, and mouth disease outbreak, the Ministry of Health disseminated six information newsletters to health departments in Hong Kong, Macau, and Taiwan while working closely with WHO on the prevention and control of the disease.
As China became more sensitive to its international image in addressing health challenges, it has been increasingly receptive to international influences and pressures. support global efforts to prevent an influenza pandemic. China's response was in sharp contrast to Indonesia's reaction, which was using the idea of "viral sovereignty" to justify its failure to cooperate with WHO in avian influenza sample sharing and disease reporting. 73 The incentive to pay heed to international opinion is particularly strong when a convincing case could be made that a failure to do so would tarnish China's international image. The visit of China's AIDS crusader, Dr. Gao Yaojie, to the United States in 2007 is a good case in point. She was placed under house arrest as she was leaving for Beijing to pick up a U.S. travel visa so she could attend a banquet to be held in her honor by a nonprofit group whose honorary chairwoman was Senator Hillary Rodham Clinton. However, after Senator Clinton brought her case to President Hu and Vice Premier Wu Yi, the Chinese government, apparently wanting to assuage international criticism, relented and granted permission to her visit to the United States. 74 
B. Growing Interest in Multilateralism
Beginning in the early 1990s, as part of its search for an effective approach to allay the fear of the rapidly rising Chinese power, Beijing increasingly turned to multilateralism in its foreign policy. 75 According to a Chinese scholar, Beijing's participation in multilateral international institutions and efforts to undertake broad multilateral diplomacy is "the most lively and most active component of Chinese diplomacy." 76 The change is evident in its growing participation in multilateral arrangements on international health cooperation at global, regional, and subregional levels (see Table 2 Representatives from more than one hundred countries around the world and representatives of international technical and financing agencies, organizations, the private sector, and civil society attended the meeting. During this event, the international community pledged U.S.$1.9 billion in financial support, including U.S.$10 million from China.
Even compared to its increased participation at the global level, China appears to be more active in participating in regional platforms, including the ASEAN+3 Summit, the East Asia Summit, and the Asia Europe Meeting (ASEM). 77 Through these venues, China proposed a series of important initiatives on the control of avian flu and the management of public health emergencies. In addition, China has worked with the other five countries in the Greater Mekong Subregion (GMS) in an attempt to institutionalize coordinated surveillance and response to infectious diseases, such as avian influenza. It sponsored the Greater Mekong Six-Nation Ministerial Meeting on Disease Surveillance Cooperation Project and also hosted the second GMS Public Health Forum in 2009. 78 
C. Direct Involvement of Top Leaders
Beginning with Premier Wen Jiabao's SARS diplomacy in 2003, top government leaders themselves were directly involved in China's health diplomacy. In 2005, Premier Wen suggested deepening the ASEAN+3 mechanism by making the handling of public health emergencies a priority. He also proposed that a ten plus one seminar on post-disaster disease prevention be held under the China-ASEAN Fund for Public Health. In September 2005, President Hu and President Bush hammered out the "Ten Core Principles" of global pandemic response, which were later supported by eighty-eight nations and agencies. 79 On May 6, 2009, Hu personally called President Obama to discuss the spread of H1N1 influenza. Even though the United States had only two H1N1 fatalities at that time, Hu expressed his "sincere condolences" and the desire to "maintain communication with the World Health Organization, the United States, and other relevant parties, as well as strengthen cooperation, to jointly deal with this challenge to human health and safety." 80 The engagement of the top Chinese leaders in health diplomacy has not been confined to making phone calls or initiating new projects. as the Director-General (DG) of WHO. The decision to support Chan's candidacy, the campaign strategies, and election outcomes proved their deftness in using health diplomacy to achieve China's foreign policy objectives. In June 2006, China nominated Chan (then WHO Assistant DG) to be the first Chinese candidate running for WHO DG. To many, Chan was an unexpected choice. A native Hong Kong resident, she was no part of China's domestic political power structure or diplomatic missions. She appeared to be less experienced than her prominent Chinese colleague at WHO, Liu Peilong. In fact, three years ago Beijing was against her appointment as an assistant director-general. 81 But Chan's Hong Kong identity, together with her liberal technocratic experience, and her apolitical reputation made her the best choice for Beijing to "redress its closed-door autocratic image projected during its own SARS crisis." 82 After initial hesitation, an ad hoc group led by the then-Vice President Zeng Qinghong decided to throw China's support to Chan. 83 foreign policy agenda. In the words of President Hu, Chan's victory "shows that China's international status has improved." 85 China, of course, gained more than just international recognition of its rising power. During the 2009 H1N1 outbreak, the government referenced several times the support of Chan and WHO in justifying its aggressive response toward the outbreak, while Chan herself refused to criticize China for its travel and trade restrictions that clearly clash with her agency's advice. 86 
D. Reinvigorated Health Diplomacy in Africa
Africa continues to be a priority of China's health diplomacy. In 2003, nearly eighty-one percent of the Chinese foreign aid medical personnel were stationed in Africa, where about seventy-two percent of the countries that have diplomatic relations with China were still hosting China foreign aid medical teams. 87 The determination to sustain China's health diplomacy in Africa was expressed in an official paper issued by the Chinese government in January 2006. 88 By then, China had sent a total of 16,000 medical personnel to forty-seven African countries and regions, and served some 240 million people. 89 At present, thirty-eight Chinese medical teams are distributed in 108 clinical stations in Africa. 90 As Chinese President Hu Jintao put it, among all the cooperation projects between China and Africa, the dispatch of Chinese medical teams "has the longest history, involves the largest number of countries, and is the most successful." 91 Beneficiaries of their services include both the general public and the "upper class" in recipient countries. 92 In Zambia, for example, patients of Chinese medical teams included the President, the Foreign Minister, the Army Commander, and the wife of the Education Minister. 93 In Sierra Leone, one Chinese doctor allegedly developed good relations with President Ahmad Tejan Kabbah, the Vice President, and many cabinet ministers. 94 Official media claimed that the friendship Chinese physicians nurtured with African leaders not only became an important source of information for the local Chinese embassy, but also helped project China's "soft power" and achieve its desired foreign policy objectives, including China's position on human rights, its bid for the 2008 Olympic games, and its application for WTO membership. 95 Over time, China's cooperation with African countries on health has increasingly targeted practical grassroots projects that have immediate benefits for African social and economic well-being. In recognition of the devastating impact of malaria in Africa, the Chinese Ministry of Foreign Affairs organized anti-malaria training sessions for thirty-four African countries. Based on the Chinese-developed anti-malaria drug Artemisinin and its own experience in combating the disease, China developed programs of malaria control and treatment within the FOCAC framework. The objective was to use such projects to improve the image of Chinese enterprises and establish "all-around cooperation" at government, expert, and enterprise levels. At the Sino-African Summit in November 2006, President Hu pledged to build thirty hospitals and provide U.S.$37.5 million in grants to supply Artemisinin and develop thirty malaria prevention and treatment centers in Africa. In addition to promoting international development, China's health diplomacy serves another important governance function of foreign policy: promoting and protecting human dignity through the provision of humanitarian assistance. 97 China has also become increasingly interested in applying health diplomacy to international disaster relief efforts, which are not confined to Africa. Chinese medical teams were among the first medical aid teams to arrive after the 2003 earthquakes in Algeria and Iran and after the 2005 tsunami in Southeast Asia. 98 However, Beijing's health diplomacy in Africa is by no means entirely altruistic. It is also driven by its desire to secure access to natural resources on the continent. For example, in return for a U.S.$9 billion deal with the Democratic Republic of Congo that would see the building of infrastructure facilities including thirty-two hospitals and 145 health centers, China would get ten million tons of copper and 400,000 tons of cobalt. 99 But, even with this caveat, it is safe to say that, especially compared to the 1960s and 1970s, health now features more prominently in Chinese foreign policy in all four basic functions of foreign policy, namely, security, economic well-being, international development, and human dignity. 100
E. Southeast Asia: A New Regional Priority
Since 2003, China has been actively engaging Southeast Asian countries in health-related cooperation. In its cooperation with ASEAN countries, China has focused on combating diseases as a NTS threat, thereby creating a stable security environment for its economic development while reassuring regional nations that its rise does not threaten them. Several unique factors drive the emphasis on NTS threats in China's cooperation with ASEAN countries. The first is geographic proximity. cluster in regions because such concerns do not travel well over distances, making it possible to identify "regional security complexes" as sets of states whose security interests overlap. 101 China and Southeast Asian countries do share a range of public health problems. Altogether, they account for 91.6 percent of the SARS cases (89.4 percent of fatalities) and, as of June 2008, 79.5 percent of the human cases of avian influenza (81.5 percent of fatalities). 102 This high concentration of health-related NTS threats is different from the distribution pattern of NTS threats in Central Asia/Russia, where the so-called "three forces" (separatism, terrorism, and extremism) are the main security concerns, or Northeast Asia, where nuclear nonproliferation dominates the NTS agenda (see Table 3 ). 103 Of course, the distribution of SARS and avian flu cases is asymmetric within ASEAN, and between China and Southeast Asia. 104 Yet, the openness of their economies and the rapidly developing economic links between them in terms of tourism, trade, and labor movements, means that even countries with few to no cases have to deal with the economic shocks created by the spread of disease in the region. Economic development in Cambodia and Myanmar, for example, suffered in 2003 even though they were spared by SARS.
The high level of broadly defined security interdependence set the dynamics of regional NTS cooperation between China and Southeast Asia differently from those between China and South Asia. As Table 3 shows, even though both China and India face the threats of HIV/AIDS and terrorism, a regional security complex has not emerged, in part because the level of trade interdependence between the two remains low. In 2003, India's share in China's imports was just 1.03 percent, while China's share in India's imports was less than five percent. 105 The same figures for ASEAN-China trade were 11.5 percent and 7.9 percent, respectively. 106 The geographic proximity and the relatively high level of economic interaction and interdependence legitimize the "securitization" of public health challenges in China's cooperation with Southeast Asia, which in turn contributed to the building of the "ten plus one" cooperation framework (see Table 3 ). 
Six-Party Talks
The "ten plus one" framework consists of three levels (see Figure 1) . On the top level is the leadership summit. Launched in 1997, the summit determines strategic direction of the overall cooperative effort. At the 2007 summit, Premier Wen Jiabao proposed that a regular information sharing system be set up to address infectious diseases and public health emergencies. Below that level are the ministerial meetings, which provide assistance to the summit. The first health ministerial meeting was held in 2006. The third level is the working mechanism, including Senior Officials Consultation (SOC) at the vice- ministerial level and the ASEAN-China Joint Cooperation Committee (ACJCC). While SOC is entrusted with discussing China-ASEAN relations and other international and regional issues, ACJCC is responsible for coordinating overall cooperation. In March 2005, China proposed to include public health and four other areas as priorities for cooperation, which the SOC endorsed in April.
In addition to the three-level mechanisms, there are supporting arrangements including think tanks, conferences, and governmentsponsored funds. For example, the China-ASEAN Eminent Persons Group (CAEPG), composed of retired senior government officials, proposed in 2005 to hold China-ASEAN Ministerial Meetings on newly emerging infectious diseases. China also expressed its willingness to host a symposium on the progress of prevention and control of human cases of highly pathogenic avian influenza. China and ASEAN have established the "China-ASEAN Public Health Fund" to finance the health-related activities and projects. In short, under the ten-plus-one mechanism, efforts have been made to establish regular information sharing and cooperative disease surveillance and control systems on communicable diseases and public health emergencies. that only by blending these approaches would the United States play its appropriate role in promoting global health. 107 However, these objectives are not always reconcilable. As the following case studies show, when public health issues cascade across its foreign policy agendas, China is bedeviled by some intractable dilemmas and constraints.
A. Global Health vs. State Sovereignty
One of the main challenges China faces in handling health as a foreign policy issue is to find the proper balance between the traditional emphasis on state sovereignty and universalist ambitions inherent in addressing the global spread of infectious diseases. Noting that SARS spread to twenty-seven countries in four months, Heymann and Rodier argued that "inadequate surveillance and response capacity in a single country can endanger national populations and the public health security of the entire world." 108 This reality led former WHO DG Lee Jong-wook to conclude that "[w]e cannot afford any gap in our global surveillance and response network." 109 Prior to the revision of the IHR in 2005, however, the reporting of disease outbreaks and the nature of responses to them was solely the domain of sovereign states. The problem is that states have incentives to suppress the flow of information regarding endogenous epidemics, which typically generate strong negative effects upon the economy and society of affected countries.
Worse, laboratory and epidemiological capacities remain weak in the developing world, where the greatest number of new pathogens has been diagnosed over the past two decades. This gap in global surveillance and response led to the revisions of the IHR in 2005, which radically changed the way the world would handle reporting and responses to public health emergencies of international concern. 110 By allowing WHO to consider reports from nonstate sources, and by making it mandatory for states to cooperate with WHO in disease surveillance and control, the revised IHR deprived states of the exclusive privilege to report and respond to infectious diseases occurring on their territories. Moreover, the revised IHR introduced the principle of universal application "for the protection of all people of the world from the international spread of disease." 111 Under this principle, even political entities that are not WHO members should not be excluded from the WHO global disease control network.
In recognition of the global nature of infectious disease and its initial mishandling of the SARS crisis, Beijing became more responsible and cooperative during the late stages of the anti-SARS campaign. Despite the increasingly assertive role of WHO, Beijing did not complain about the latter's interference in its internal affairs. China also gave a green light to WHO experts to have direct contact with Taiwan, even though it insisted that Beijing was the only legitimate government representing China and that Taiwan was part of China. China also demonstrated flexibility in the revision of the IHR, especially with regard to the inclusion of the universal application principle. 112 In 2005, China signed a Memorandum of Understanding (MOU) with WHO in which it agreed that Taiwanese medical experts could enjoy "meaningful participation" in WHO-related activities.
But when universal application became a key facet of Taiwan's diplomatic campaign for formal WHO membership, China viewed those actions as a potential threat to its sovereignty and territorial integrity. In negotiating the revision of IHR, China's chief negotiator, a veteran diplomat, made it clear that "health is a very important issue, but sovereignty and territorial integrity are more important to a sovereign state. China will firmly defend its sovereignty and territorial integrity at all cost." 113 Playing China's sheer population size as a trump card, he further warned that "the future IHR has no universality without China's participation." 114 Insisting that the principle of "universal application" should not undermine the sovereignty of WHO member states, China pushed for the incorporation of additional principles such as "respecting sovereignty of all countries" and "abiding by the United Nations Charter and the World Health Organization (WHO) Constitution."
While allowing WHO to interact with Taiwan WHO experts to Taiwan should be justified from "both a technical and policy point of view" and must obtain the approval of the Chinese Ministry of Health. 115 In January 2008, China had the WHO Executive Board pass its proposed amendment reaffirming the sovereignty principle, thereby nullifying a pro-Taiwan proposal that would have amended a draft resolution on IHR implementation to emphasize the principle of universality. 116 Beijing's insistence on sovereignty and territorial integrity effectively raised the bar for Taiwan's WHO entry. Since 1997, Taiwan has been trying to become an observer in the World Health Assembly, the supreme decision making body of WHO. But the bid failed every time because of opposition by China, which maintained that Taiwan was part of its territory and only sovereign states could join the organization. Beijing's recalcitrance over Taiwan's participation nevertheless was seen as heartless hostility toward Taiwan. Proindependent leaders were quick to point out how China's blockage of WHO assistance to Taiwan was responsible for the spread of infectious diseases on the island. 117 The issue embittered the atmosphere of cross-strait relations, and played into the hands of Taiwanese pro-independence leader President Chen Shui-bian, generating strong popular support and international sympathy for his efforts to expand Taiwan's international space. In this context, Beijing's opposition made China look like "a real bully" in front of the world's health ministers. 118 Frustrated that Taiwan's twentythree million people could not get the observer status at WHO that was held by the Vatican, Liechtenstein, and the Order of Malta, the U.S. Congress geared up its support for Taiwan's participation in WHO. Under strong congressional pressure, President George W. Bush in November 2003 sent Chen a rare personal letter pledging support for Taiwan to be accorded WHO observer status. The tensions between Beijing's claim as an effective regime representing all Chinese territories and its inability to cover all Chinese people living within its sphere of influence, thus, undercut China's ability to project its "soft power," especially with regard to Taiwan. Although Beijing insists that sovereignty is nonnegotiable, what it claims is not de facto but de jure sovereignty. This difference explains why its tough stand on Taiwan's participation as a WHO observer changed after the newly elected Taiwanese president Ma Ying-jeou acknowledged the so-called "92-Consensus" reached by both sides in 1992. Featuring the "One China Principle," the consensus satisfies China's nominal sovereignty concern even though that principle is subject to different interpretation by both sides. Against the backdrop of the recent thaw in cross-strait relations, China offered to lift its objections to the island's participation in world bodies, which paved the way for Taiwan to become an observer at the World Health Assembly in May 2009. 119 
B. Human Security vs. Traditional Security
When a health problem is framed as a human security challenge, international cooperation to address the problem is expected because, by definition, human security transcends the traditional security dilemma that treats states as competitors whose interactions are always of a zero-sum nature. 120 In the case of China, government leaders have become more interested in international health cooperation largely because they see diseases as a NTS threat that could harm the national economy, the apparatus of governance, and China's international image. In other words, although China has realized that strategies of self-help are doomed to failure in containing the spread of infectious diseases, it is motivated to action primarily by its narrow self-interest. This cognition-action gap is complicated by the fact that many transnational and nonmilitary NTS threats, including infectious disease, are frequently interwoven with traditional security threats that are biased toward states, their competition, and their concern with relative gains. 121 Of course, if each state adopts a state-centric view in assessing the threats posed by infectious diseases, differences in interest articulation inevitably lead to competitive dynamics between nations to the detriment of global health.
This dilemma is particularly a problem in China's cooperation with Southeast Asia, where health challenges are intertwined with the traditional "security dilemma." Unlike Europe, Asian countries in the region still lack a strong collective regional identity because of the heterogeneity in cultures and variations in the level of social, economic, and political developments. This "identity gap" in Southeast Asia makes it difficult to reach consensus because it incurs higher transaction costs of cooperation, defined by Williamson as including the ex ante costs of drafting, negotiating, and safeguarding an agreement, and the ex post costs of haggling, costs of governance, and bonding costs to secure commitments. 122 The transaction cost is raised even higher by the competitive engagement of major powers in the region (i.e., United States, China, and Japan). Any major power's attempts to dominate collective security building in this region are likely to meet opposition from other major powers, and ASEAN states are suspicious of any arrangements that would potentially lead to the dominance by a single major power. These dynamics may explain why China's initiative of establishing an anti-SARS international fund was not well received in the Bangkok summit in April 2003. 123 The lack of trust among nations in this region exacerbates the traditional security dilemma, 124 which has an adverse effect on global health cooperation. In view of the U.S. presence in the region and ASEAN countries' fear of being swamped by their huge neighbor, China cannot play a dominant role in the collective security building process.
Yet, allowing ASEAN to play a leading role in the process also undermines the efficacy of regional cooperation on health issues. First, other things being equal, the transaction costs of collective security building dominated by major powers are lower. Second, the nonintervention principle long adopted by ASEAN countries can negatively affect international cooperation when responding to NTS crises. As a result, China's cooperation with ASEAN over disease prevention and control is still largely confined to forums, declarations, and dialogues. This "consultative security" or "acquiescent security" is different from the "institutionalized security" or "contractual security" present in Europe. 125 The negative impact of the traditional security dilemma on the incentive and efficacy of cooperation over health is evidenced in China's stance toward the HIV/AIDS crisis in Myanmar. According to the annual report of the Joint United Nations Program on HIV/AIDS (UNAIDS), Myanmar ranks with Thailand and Cambodia as among the three countries in Southeast Asia with high annual HIV prevalence rates. 126 While its adult HIV prevalence rate (0.7 percent) was less than that of Thailand (1.4 percent) or Cambodia (0.9 percent) in 2006, Myanmar is considered a primary contributor to the spread of HIV/AIDS in Southeast Asia and China, given its extreme poverty, drug trafficking, rampant sex trade, and lack of health care or education programs for people with HIV or vulnerable groups living along its porous borders. The spillover from Myanmar accounts for the high HIV prevalence rate (1.5-2 percent) in the neighboring Yunnan province of China and has fueled a spike in HIV rates in China since the late 1980s. 127 Viewing the HIV/AIDS epidemic in Myanmar as a threat to international security, a September 2005 report commissioned by former Czech President Vaclav Havel and South African archbishop Desmond Tutu called for the U.N. Security Council to act on the country's failure to address the epidemic. In January 2007, these concerns were included in a resolution introduced by the U.S. government at the U.N. Security Council. China, together with Russia, came to Myanmar's defense by casting vetoes against the resolution on grounds that the situation in Myanmar did not pose a threat to international peace and security. Beijing's veto was significant because it had used it only four times in the past.
Resolving the HIV/AIDS challenges in Myanmar would call for more proactive international intervention, but Myanmar's role as Beijing's long-term strategic ally makes such an intervention too risky and costly for China. China has become Myanmar's second-largest trading partner; it also needs Myanmar to access the oil and gas directly from the Middle East and Africa without passing through the Malacca Strait. According to one Chinese scholar, regional strategic concerns were the main reason behind the U.S. resolution on Myanmar at the U.N. Security Council. 128 Beijing was convinced that, if the resolution was passed, it might serve as a Trojan horse to bring U.S. influence to bear on Myanmar, which would be against China's foreign policy goal of preventing the U.S. from completing its encirclement of China. This overwhelming concern for traditional security explains China's reluctance to use fully the U.N. Security Council in addressing global NTS threats, such as HIV/AIDS, in spite of the recommendations of some leading policy experts. 129 It also partially explains why China is not as enthusiastic in cooperating with ASEAN countries over HIV/AIDS as it is over SARS or avian influenza.
Caught between China and the United States, Indonesia, the only ASEAN member on the U.N. Security Council, abstained on the proposed U.S. resolution. Apparently influenced by the nonintervention principle, it echoed China's position that issues like HIV/AIDS "did not make Myanmar a threat to international peace and security" even though "they inflicted suffering on the people of Myanmar." 130 Put differently, even though HIV/AIDS should be considered a human security challenge, it did not pose a threat to traditional security, therefore international collective action against Myanmar was not justified. Again, the mixture of traditional and nontraditional security challenges underscored the complexities and challenges China and its neighbors face in institutionalizing their cooperation mechanisms to address public health problems
C. Science vs. Politics
In conceptualizing the relationship between health and foreign policy, Fidler envisions an approach under which scientific evidence is marshaled for policy purposes through the lens of state interests. 131 In this way, the science-politics dynamic strikes an appropriate balance between pursuing health as an end in itself and using health as merely a vehicle for statecraft. But he also cautions that the science-politics dynamic can be dangerously unstable. 132 The ability for foreign policy experts to act on the foresight of science can be constrained by the lack of health system capabilities-a problem that is commonly found in countries most at risk of disease outbreaks. The interplay between politics and science becomes particularly a concern when countries are dealing with a novel pathogen, whose etiology, transmission, and virulence are unknown to scientists and policy makers. To navigate the microbial and political worlds' complexities and uncertainties, decision makers naturally lean heavily on previous experiences and/or preexisting policy frameworks, adjusting only at the margins to accommodate distinctive features of new situations. 133 The ability of science to drive interventions against threats to human health may be further compromised as science itself is not always politically neutral. Indeed, once health is transformed from a humanitarian, technical "low politics" issue to one that features prominently on many political agendas, states' responses to public health will be increasingly subordinate to domestic political deliberations and interventions, leading to actions that might have negative repercussions at the international level.
The negative dynamics between health and politics are revealed in China's handling of the recent H1N1 influenza outbreak. A descendant of the 1918 Spanish flu virus, H1N1 is popularly known as "swine flu." However, scientists found it difficult to pinpoint the origin of the virus, to determine how easily the virus spread between people, and to predict how severe the virus will become in the general population. 134 Unlike its initial response to the SARS outbreak, the Chinese government took swift and decisive actions against the H1N1 flu from the very beginning. On April 25, 2009, the very day China received reports from WHO about the disease, the government ordered airports to screen stringently inbound passengers from Mexico and other countries that had reported confirmed H1N1 cases. One week later, it suspended direct flights from Mexico after a Mexican passenger who transited through Shanghai was confirmed in Hong Kong to have H1N1 flu. Even though he was the only known Mexican infected with H1N1 in China, the authorities rounded up all travelers aboard the flight, including a number of Mexican passport holders who had not been home in months. 135 These measures, initially targeting Mexican nationals, immediately triggered a diplomatic row between China and Mexico. Calling Chinese measures "discriminatory and ungrounded," Mexican Foreign Minister Patricia Espinosa even advised Mexicans to stay away from China. On May 3, Mexico's president lashed out at countries he said were "acting out of ignorance and disinformation" and taking "repressive, discriminatory measures." 137 Ironically, just three days later, Espinosa expressed "sincere gratitude" for the humanitarian aid worth U.S.$5 million offered by China. 138 The situation had been so tense that the Mexican government chartered a plane to bring home all seventy Mexican citizens being quarantined in China.
As the Mexicans departed, China clashed with Canada over a group of Canadian university students placed in quarantine when they landed at the northeastern city of Jilin on May 2, 2009, despite the fact that they had been cleared through customs in Beijing and none of them had been exposed to the virus or were experiencing any flu-like symptoms. The quarantine prompted the Canadian Embassy in Beijing and WHO to seek clarification from the Chinese government. The timing could not have been worse: it came as the Canadian Foreign Minister Lawrence Cannon prepared to travel to China to try to improve Sino-Canadian relations.
Under international pressure, the quarantine of Canadian students was finally lifted two days earlier than China originally planned. By then, however, China's anti-swine flu measures had complicated SinoCanadian relations. Despite WHO's call for countries not to impose trade restrictions, China's Ministry of Agriculture on April 27 instituted a ban on pork and pork products from Mexico and three U.S. states. China extended the ban to Canada (the third largest pork exporter to China) on May 3 after pigs in Alberta tested positive for the H1N1 flu virus. Although China defended these measures as necessary to block swine flu from spreading to China, the pork ban was hard to justify on public health grounds, as China's Ministers of Health and Agriculture both agreed that swine flu had nothing to do with eating pork. 139 The lack of a public health justification for the pork ban meant that the ban probably violated the IHR (2005) China of "operating outside of sound science," the Canadian Agriculture Minister threatened to file a complaint with the WTO if China did not lift the ban. 140 China is not the only country whose relations with Mexico soured because of the H1N1 outbreak; neither is it the only one that banned pork imports from North America. 141 What is puzzling is that China sustained and even stepped up its efforts to contain the spread of the H1N1 virus, as the situation in Mexico stabilized and many countries decided to scale down their response measures after gaining more information about the disease. 142 On May 22, China began screening every inbound international flight. According to the information provided by the International Air Transport Association in mid-June, China was the only nation conducting onboard temperature checks and quarantining groups of passengers. 143 If a passenger was found to have a fever, at least part of the plane was quarantined. 144 For those who had cleared customs, they were still subject to enforced quarantine in government-designated facilities if found to have had close contact with even a suspect case. One day after his arrival in Shanghai in early June, for example, New Orleans Mayor Ray Nagin was held in quarantine simply because a passenger in the row ahead of him exhibited flu-like symptoms. The quarantining smacked of an Orwellian approach to public health. Indeed, as this article was being written, China was still holding several thousand people in government quarantine facilities. Among all the affected countries, China has been the most draconian in responding to the H1N1 outbreak.
The Chinese Foreign Ministry spokesman defended such aggressive and intrusive measures as "purely a matter of public health." 145 But are the measures scientifically justifiable? The pork ban was clearly a nonsensical method of disease control, given the predominately humanto-human transmission of H1N1 and the safety assurances Beijing has received from WHO and the World Organization for Animal Health. In light of these facts, experts speculated that the government was using the swine flu scare as a convenient excuse to restrict imports and give a boost to the country's hog industry, which saw a 28.6 percent drop in pork prices in April. 146 This theory is supported by the finding that, prior to the H1N1 flu outbreak, China "had deployed several arguments to try to keep out American pork." 147 Indicating that China was exploiting legitimate concern over public health to engage in protectionism, the U.S. Agricultural Secretary warned that any actions not based on sound science "could do extraordinary damage, not just to our economy but to those of other countries, as well." 148 Given the uncertainty surrounding the H1N1 virus and the prospect of H1N1 mixing with H5N1-the highly lethal avian influenza virus that appears to be endemic in China-other measures such as stricter medical checks and quarantine appeared to be more justifiable. Having been criticized for their belated response during the initial stage of the SARS outbreak, decision makers in Beijing were sensitive to allegations that they were not reacting responsibly to health crises. After all, China was still gripped by memories of SARS when responding to the H1N1 outbreak. Indeed, the official guidelines on H1N1 prevention and control unveiled on May 1 clearly targeted a SARS-like virus. Apparently having SARS in mind, a health ministry spokesman said that "[a] largescale breakout would be fatal for China." 149 The failure to differentiate between SARS and H1N1 in terms of their transmissibility and virulence nevertheless made the draconian and intrusive border control and quarantine measures not as effective as the government claimed. For one thing, SARS carriers are only contagious when they show symptoms, but, in the case of H1N1, asymptomatic people can shed the virus. Of the 35.7 million visitors checked from April 25 to July 15, only 0.04 percent were found to have signs of flu, and 455 people, or about one per 100,000 visitors, were confirmed to have H1N1 flu. 150 Of the total number of confirmed cases by July 15 (1,444), border screening identified less than one third of the cases. Similarly, there is no indication that rounding up apparently healthy individuals and confining them to government-designated facilities worked as an effective method of disease control. The influenza virus is much more infectious and moves too fast to be contained in the same way as SARS. Based on the epidemiological data provided by the Ministry of Health and the Chinese Center for Disease Control, this research finds that as of June 18 (date of the most recent epidemiological data available as of this writing), only twenty-three confirmed cases were identified through "concentrated medical observation," a euphemism for enforced quarantine. If we combine these cases with the ninety confirmed cases identified as a result of strict border screening, a total of 113 cases, or 37.4 percent, were identified through the strict border control and quarantine measures. 151 This information means that more than sixty percent of the cases were identified through self-reporting.
Even if the heavy-handed approaches are not scientifically justified, they make perfect political sense. Forceful measures, such as enforced quarantines and travel restrictions, are widely credited with helping stop the spread of SARS, so it was no surprise that the Chinese government made them the silver bullet for all infectious diseases. In the eyes of government leaders, the failure to differentiate between different viruses is secondary as compared to having a visible approach the top leaders want to demonstrate to the Chinese people and the international society. The political leaders were more interested in presenting an image that the government was acting differently from SARS, that it indeed placed top priority on people's health and wellbeing.
On the eve of the twentieth anniversary of the Tiananman crackdown, the government's forceful action against H1N1 helped shore up its legitimacy. A survey conducted by the China Youth Daily suggests that eighty-five percent of the Chinese expressed satisfaction with the draconian government measures. 152 To be sure, Communist Party leaders emphasized "science" and the "rule by law" in undertaking the anti-H1N1 measures. Yet, when they made H1N1 prevention and control a top national priority and warned that it would punish any failures to monitor or report the spread of the disease, nonscientific, heavy-handed measures became more appealing to local government officials. As shown in the Jilin quarantine case, policy implementers found it safer to be overzealous than to be seen as "soft." In sum, once health became a common denominator for political action, it reversed the science-politics dynamics, generating negative repercussions for foreign relations and global health governance.
CONCLUSION
In the Cold War era, the health-foreign policy dynamics in China took the form of a limited "health diplomacy" that served a foreign policy agenda reflecting China's hostility toward the existing international order. National and international developments in the 1980s and 1990s, as well as the 2002-03 SARS crisis, reshaped the discourse on security and foreign policy, leading to a "health as foreign policy" transformation that saw profound changes in the substance and style of China's participation in international cooperation on health. As the government recognizes the importance of health in fulfilling all the governance functions of foreign policy (security, economic well-being, international development, and human dignity), it pursues health as a foreign policy concern in its fullest sense. Furthermore, China's engagement in international health has become more active, sophisticated, multilateral, and transparent. These developments have contributed to the achievement of its desired foreign policy objectives, on the one hand, and improvement in global health, on the other.
However, China's active engagement in global health is primarily driven by a foreign policy agenda that focuses on expanding international influence while improving international image. Although China recognizes that solutions to global health problems necessitate neoliberal strategies of cooperation over disease prevention and control, its actions on global health problems are still justified from the lens of classical realism that focuses on power, influence, and security. The efforts to utilize health initiatives to promote narrowly defined national interests, as demonstrated in Margret Chan's WHO DG campaign and China's reinvigorated health diplomacy in Africa, may produce benefits that trickle down in terms of facilitating global health governance or improving international health status. The danger is that when health is placed in the realm of realpolitik, it runs the risk of being "dependent on the logic of such politics-which is not based on science and not subject to public deliberation and peer review, but on the Machiavellian instincts of those in power." 153 This tension helps explain why China, in its pursuit of health as foreign policy, is still constrained by the traditional concerns of sovereignty and national security. The two dilemmas (state sovereignty vs. global health, traditional vs. nontraditional security) not only hinder the fulfillment of China's foreign policy objectives, but also undermine the incentives and efficacy for China to engage in international health. In essence, the emergence of such dilemmas signals the connection of health policy to "a kind of permanent dialogue between Rousseau [the realist] and Kant [the idealist]." 154 This sobering reality can be compounded by the growing emphasis on health as a preeminent domestic political value for the Communist Party and its leadership. As shown in China's overreaction on H1N1, the politicization of public health problems can lead a country to pursue a political agenda that does not address the needs or concerns of others, and which eventually undercuts trust and goodwill among states. In short, China's pursuit of health as foreign policy presents both opportunities for and risks to global health governance. 
